origin of the aneurysm. Hydatid and non-parasitic cysts also occur. A case of a large calcified nonparasitic cyst of the spleen confirmed by operation was reported by Elkeles and James (Brit. J. Radiol., 1943, 16, 59) , in which displacement of the stomach to the right and downward displacement of the splenic flexure of the colon and of the left kidney were present. The origin of this cyst remained undetermined. Most authors are of the opinion, however, that trauma plays an important part in the development of splenic cysts. Dr. Browning Alexander's patient had an accident in 1940, resulting in fracture of the left lower ribs. It is feasible to assume that at the same time the patient suffered injury to the spleen with subsequent hemorrhage. Since hemosiderin predisposes to calcium deposits, it is likely that the multiple calcifications resulted from subcapsular haemorrhage and the calcified cyst from liquefaction of a hematoma.
[ March 12, 1948] Congenital Short (]Esophagus.-A. DICKSON WRIGHT, M.S.
C. C., aged 20, was prematurely born and at birth sustained a cephalhematoma. His tonsils and adenoids were removed at the age of 2 because of his facies and retarded development. He did not walk until the age of 6 and he was very slow to learn to speak and write.
At about the age of 18 months, epileptic fits were first observed and later it was noticed that these were very often preceded by stomach pains and vomiting. Later in life, vomiting anA regurgitation at night became very troublesome, and when he was 13, anamia became noticeable, and occult blood was present in the stools. At the age of 14, an X-ray showed a congenitally short cesophagus which had been missed in previous X-rays. The cesophagus was dilated above a stenosed cardiac orifice, about one-third of the stomach being in the thorax ( fig. 1) . The lower end of th-e oesophagus also showed a small ulcer crater. The observation was made at this time that after the stomach had been filled with barium in the standing position, and then the patient lay down, a large amount of the meal refluxed into the cesophagus.
From then on life became progressively more miserable for him. Even with the most carefully chosen food, each meal was a battle, and he could not lie down to sleep, because of the regurgitation. The fits became more frequent. More time was spent in hospital than out, with repeated melena and hxematemesis. Barium meals and blood transfusions and cesophageal dilatations punctuated his unhappy existence.
The first operation performed was a phrenic avulsion to relax the crus of the diaphragm, and no benefit resulted. The second was to open the thorax and mobilize the diaphragm into a tent and raise this above the cardia in an endeavour to prevent the loculation of the stomach into acid cardiac and alkaline pylorus portions by the diaphragm. It was noticed that the cardiac orifice was extensively scarred and stenosed, and it was dilated under vision by bougies while the chest was open. After initial improvement from this operation, he soon relapsed into his former condition and continued to deteriorate.
The third operation consisted in a resection of the scarred lower portion of the cesophagus and the cardiac two-thirds of the stomach, the dilated cesophagus was joined end to end to the pyloric third of the stomach; both vagi were of course divided as a result (fig. 2) . The result eighteen months later is excellent, weight is nearly doubled, fits have disappeared, anemia is gone and regurgitation has vanished, so that he now sleeps horizontally in bed. A great mental improvement has resulted from release from all his torments and he is able to make up for the years of education he has lost.
Temporal Arteritis (Giant-Cell Arteritis). 
